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874. Sir.-In their observations under this heading in your May issue your correspondents, referring to the article by Dr. Leatherdale and myself (Brit. J. Anaesth. (1955), 27, 556) , state that the indications for one lung anaesthesia " will always continue "-and then give the reasons why they advocate the insertion of endobronchial tube or blocker under direct vision, through a bronchoscope. This conventional method presents little difficulty to my co-author, Dr. Leatherdale, since he has had the undisputed advantage of being trained by a colleague well versed in the art. To me, however, and to hundreds of others who have not enjoyed the privilege of such training, the accurate location, through a bronchoscope, of endobronchial tube or blocker is no easy matter: moreover the tubes and blockers used in this procedure are readily dislodged.
We wouldn't presume to suggest to experts how they should tackle the sort of job they meet every day. When we published the description of the tube and blocker which can be passed blindly we had in mind the predicament of the anaesthetist called on to work in a field in which he is not thoroughly at home. I still believe that anaesthetists in this category will intubate or block a bronchus more accurately, and with less disturbance to the patient, by the blind method we describe and, what is more, these shaped tubes and blockers are less likely to become displaced.
It is a reasonable assumption that a patient on whom one lung anaesthesia is contemplated will have been examined through a standard bronchoscope shortly before operation. This investigation is well within the province of a trained anaesthetist. The art of using the specially [Continued on page 287 Downloaded from https://academic.oup.com/bja/article-abstract/28/6/283/262148 by guest on 18 December 2018
